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 Fetus papyraceus is a rare condition of a mummified and compressed 
fetus occurring in multiple gestations where one fetus dies in utero and is 
merged between the uterine wall and the membranes of living fetus. The 
blood vessels of the placenta of the two fetuses anastomose with each 
other, a third cycle occurs, causing fetal death (fetal transfer syndrome). 
Ultrasonography may identify the Fetus papyraceus, but is not always 
promising due to anatomical location. Cautious supervision is important 
during pregnancy for its positive outcome. We report a case of fetus 
papyraceus in Department of Gynecology and Obstetrics, Paropakar 
Maternity and Women’s Hospital, Kathmandu, Nepal. 
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Fetus papyraceus is a rare complication with a 
reported incidence of one in 12,000 
pregnancies1 and between 1:180 and 1:200 
twin pregnancies.2 Fetus papyraceus or fetus 
compressus refers to twin pregnancy, 
especially monozygotic twins, when the blood 
vessels of the placenta of the two fetuses 
anastomose with each other and the so-called 
third cycle occurs, which can cause fetal death 
(fetal transfer syndrome). One fetus dies and 
the other continues to develop. If it happens 
in the early stage, the dead fetus is absorbed; 
during 3-4 monnths it is compressed and 
flattened by the live fetus because the trunk 
has not been fully ossified and the water and 
amniotic fluid in the tissues are gradually 
absorbed.3  
 
When fetus is absorbed completely, no 
complications other than first trimester 
bleeding occur. However, if the event occurs 
in the second or third trimester, serious 
complications may include premature labor, 
infection due to the death of the fetus and 
hemorrhage.3-5 Even at the end of the 
pregnancy, a low-lying fetus papyraceus may 
block the cervix and require a cesarean 
section to deliver the living twin.  
 
We present a rare case of fetus papyraceus to 






A 34-year woman, G5P3+1L2 at 38 weeks of 
gestation, presented to our emergency 
department with the chief complain of 
abdominal pain of 4-h duration,  increasing in 
intensity and severity. She had been on 
regular antenatal checkup since first 
trimester. Her first trimester was uneventful 
and was diagnosed with monochorionic 
diamniotic twin at 12 w. During her second 
visit at 17 week of gestation the ultrasound 
scan showed a live fetus, breech presentation 
with adequate liquor and another twin with 
missed abortion. 
 
Patient and her family members were well 
counseled about the risks upon continuation 
of pregnancy. She was doing her regular 
antenatal care (ANC) checkups and taking iron 
and calcium tablets daily. Ultrasound at 25 
weeks showed twin pregnancy, with a live 
fetus with adequate liquor, and a second 
fetus as missed abortion. Routine blood 
investigations were normal. Her last visit was 
at 37+6 weeks, uterus size corresponded to 36 
weeks, with fetal heart beats of 142 per 
minute. 
 
On arrival in emergency two days after her 
last ANC checkup for increasing abdomen 
pain, the per vaginal examination showed 
cervical dilatation of 4 cm and intact 
membrane. She was allowed for vaginal 
delivery. A live female fetus of 2.1 Kg was 
delivered first, followed by delivery of a small 
papyraceus fetus, Figure 1. Patient was under 









Our case arrived in active stage of labor, her 
uterine contractions and fetal heart sounds 
were monitored throughout the labor. She 
had successful vaginal delivery of a live female 
baby of 2.1 Kg, followed by delivery of a small 
papyraceus fetus.  
 
Fetus papyraceus, in twin or multiple 
pregnancies occurs when growth of one is 
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compressed into thin sheets by other fetuses. 
This kind of paper fetus mostly occurs in twin-
twin transfusion syndrome. Prenatal 
monitoring is necessary for the diagnosis of 
twin-twin transfusion syndrome, and 
intervention to reduce the perinatal mortality. 
 
Fetus papyraceus can occur in monochorionic 
and dichorionic multiple pregnancies. The 
causative factors in many cases remain 
unknown. In most cases death occurs in the 
second trimester.6,7 Velamentous cord 
insertion has been suggested for fetus 
papyraceus. Fetus papyraceus is reported to 
result from lethal nuchal cord. This condition 
is seen more frequently with monozygotic 
twin pregnancies than dizygotic twins. No 
connection is found with maternal age, parity 
or gravidity. Congenital anomalies with 
congenital abnormalities in second twin is 
found with intestinal atresia, gastroschisis, 
absent ear, aplasia cutis, central nervous 
system damage and anomalies of the heart in 
child.8 There are no complications to the 
mother or to the surviving twin in many cases, 
similar to the situation described in the case 
here. 
 
Fetus papyraceus may be easily apparent at 
delivery but can appear only as a localized 
area of thickening within the membranes. 
Occasionally a fetus papyraceus is sufficiently 
large to cause obstruction during labor.9 
Sometimes the dead fetus shrinks and is 
compressed against the membranes, 
eventually resembling amorphous necrotic 
tissue. careful exploration of the placenta and 
membranes should be performed as many 
fetus papyraceus are diagnosed after 
delivery.10 After termination of twin 
pregnancies the thorough inspection of the 
newborn baby and histopathological 
investigation of the placenta is crucial.7 
 
In twin-twin transfusion syndrome, there is 
blood circulation between the placentas of 
monozygotic twins, including anastomosis 
between arteries, veins and arteries and 
veins. 11 The first two kinds of blood distribute 
evenly without abnormality, and the blood 
circulation between arteries and veins 
anastomoses. The arteriovenous 
communication between the two fetuses 
results in the blood communication between 
the two fetuses. Through the arteriovenous 
anastomotic branches between the fetuses, 
the blood is diverted unidirectionally from the 
artery to the vein, which makes one fetus 
become a blood supplier and the other as a 
result. The fetus becomes a recipient of 
blood, resulting in weight loss, dehydration, 
nutritional deficiency and death; while the 
recipient may have increased blood volume, 
cardiac hypertrophy, liver and kidney 
enlargement and other complications.12 
 
When twin-twin transfusion syndrome is 
found by ultrasound, the amniotic fluid of the 
recipient could be extracted repeatedly, or 
the placental anastomosis vessels could be 
blocked by laser guided fetoscope. 
Ultrasonography is performed regularly for 
early detection and treatment.13 
 
In our case, there was uneventful term 
pregnancy, presenting in emergency in active 
stage of labor, progressing with successful 
vaginal delivery of a live female baby, 
followed by delivery of a small papyraceus 






This rare case of fetus papyraceus in a 34-year 
woman had uneventful term delivery. 
Ultrasound diagnosed monochorionic 
diamniotic twin at 12 w and at 17 w showed a 
live fetus, with missed abortion of another 
twin. She had successful vaginal delivery of a 
live female baby, followed by delivery of a 
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